Although intestinal obstruction due to gallstones is no longer a medical curiosity (see appended note) a correct pre-operative diagnosis of this can rarely be established on sound grounds. The following instance is noteworthy in that such a diagnosis was made and that, during a single episode of illness, several gallstones were vomited, one segment of a large stone-produced small bowel obstruction requiring operation, while another segment of the same stone was digitally removed from the rectum. It is distinctly unusual to observe all three of these events in the same patient.
Case Report: C. This 70-year-old white married female, referred by Dr. John Lee, was admitted to the New Haven Hospital on April 3, 1940, complaining that she had recently "vomited gallstones." She had been in comparatively good health until the present episode.
Eight days before admission she noted the onset of pain in the back in the region of the scapula on each side. The pain began while the patient was laundering, was of only moderate severity, and did not progress during this day. She had a normal bowel movement. The following day the backache persisted, and there appeared a mid epigastric distress, more aching than painful, and not crampy. She soon vominted for the first time during this illness, the vomitus being a brownish liquid without gross blood. Without abdominal distention or cramps she vomited six times on this day; on one occasion the vomitus contained several gallstones (Figure 1 ). Her appetite, previously excellent, was poor and there was much gaseous eructation.
During the next four days she continued to have the same backache and epigastric distress without cramps; appetite was lacking. There was no bowel movement during this period, her abdomen became distended, and she continued to vomit intermittently. During the following two days there was little change. The visiting nurse gave her an enema which returned only liquid but gave her some relief. She was admitted to the hospital at the end of this period. There had been no known jaundice. Several years ago she had had a bout of right costovertebral backache which she attributed to a "cold" in the right kidney. During the past year she had lost 10 lbs. of weight, but this had been regained before admission. The past * From the Department of Surgery, Yale University School of Medicine, and the Surgical Clinic of the New Haven Hospital.
history was otherwise non-contributory, and nothing indicating gall-bladder disease was elicited.
Examination on admission revealed a well-developed and nourished woman in moderate distress from abdominal distention. The rectal temperature was 98.20, the pulse rate 92, the respiratory rate 18, and the blood pressure 118/72. There was no clinical jaundice or itching. The lung fields were clear, and the cardiac rhythm was regular. An apical systolic murmur of moderate intensity was present. The abdomen was soft, but slightly and symmetrically distended without evidence of a gross bowel pattern. There was slight tenderness in the right lower quadrant and, to a lesser degree, just to the right of the midline in the epigastrium. No conspicuous muscle spasm was present. To palpation there was the suggestion of a mass in the right lower quadrant in the region of the cecum, but this could not be outlined with certainty. The abdomen was generally tympanitic except for the right flank where there was slight dullness without significant shifting. To auscultation the peristaltic sounds were somewhat increased, and an occasional highpitched tinkle was heard.
The red blood count was 5.7 million, hemoglobin 101%o, white blood count 18,950 with 75%o polymorphonuclear cells, smear normal. Catheterized urine (1000 cc.) was clear yellow, sp. gr. 1.015, with 5 casts and 2 W.B.C. per high-power field, uncentrifuged. The silver nitrate test for urinary chlorides showed these to be deficient.
Flat and erect films of the abdomen revealed evidence of small bowel obstruction in the right lower quadrant, where the small bowel loops were displaced upward ( Figure 2) ; there was no evidence of a foreign body. Parenteral hydration and constant gastric suction were begun, the suction returning copious amounts of feculent fluid. The following morning the blood N.P.N. was 104 mgm.%o, the serum chlorides 98.0 m.eq. per liter, the serum proteins 6.78 grams%o. The dullness in the right flank had increased, and a definite fluid shift could be detected.
On the second day following admission repeated abdominal films showed the persistent small bowel distention. The blood N.P.N. was 71 mgm.%o. The diagnosis was that of a gallstone lodged in the terminal ileum producing small bowel obstruction. Adequate preliminary therapy having been accomplished it was decided that operation was advisable.
Operation-April 5, 1940. Under local procaine infiltration and cyclopropane anesthesia the abdomen was entered through a right rectus incision extending about 5 cm. downward from the level of the umbilicus. "Distended loops of small bowel at once presented. On palpation in the region of the right flank, at the level of the anterior superior iliac spine, a mass of considerable size was encountered lying within the small intestine. This intestinal loop was carefully delivered into the wound and was found to be the site of an obstruction by a foreign body. With this loop shut off on each side by soft rubber clamps a transverse incision was made in the antimesenteric region, and there at once presented a calculus (Figure 1 ) which was readily removed. The opening of the gut was then closed with a running fine chromic suture and interrupted fine silk sutures. The relatively collapsed intestine beyond the point of obstruction filled immediately. Further palpation within the abdomen revealed no other calculi." The wound was closed with a running doubled #000 chromic catgut suture for the peritoneum and posterior rectus sheath and interrupted fine silk for the anterior rectus sheath which was imbricated for added strength. A small Penrose sheath was placed beneath the anterior rectus fascia and anchored to the skin which was closed with interrupted silk. The patient withstood the procedure well. On the day following operation there was moderate dyspnea, and both lung fields showed many moist basilar rales. The patient was rapidly digitalized with prompt improvement. Parenteral fluids were given for two days at the end of which time the patient was taking fluids well by mouth. The N.P.N. had fallen to 44 mgm.%. Considerable amounts of flatus were passed. On the fourth postoperative day the slip drain was removed from the wound and with it there appeared a large quantity of thin brownish fluid with a fecal odor. There was also a suspicion that gas was escaping from the wound. Smear of the drainage showed a mixed flora with many Gramnegative rods. Culture of this fluid revealed B. coli, non-hemolytic streptococci, Strep. viridans, and B. welchii. The wound continued to drain in this manner for several days. Carmine given by mouth on the 7th postoperative day appeared on the dressings 12 hours later, establishing the presence of a fecal fistula.
An upper gastrointestinal series on April 23 (18 days after operation) revealed evidence of a fistula between the duodenum and the gall-bladder (Figure 3) and of an ileal fistula through the abdominal wound. After several blood transfusions, vitamin therapy, and a high protein diet, the patient's general condition improved and toward the end of the third postoperative week the fecal fistula was rapidly closing.
On May 10, 1940, 36 days after operation, the patient complained of pain in the rectum. I large calculus was found on rectal examination and removed together with several small calculi. One end of the large stone was conical, the other flattened and fitting perfectly against one end of the stone removed at the previous operation. Repeated abdominal films on May 13, 1940, showed air in the cystic, common, and hepatic biliary ducts without evidence of any radiopaque calculi (Figure 4) .
Thereafter her general condition remained satisfactory; the sinus continued to close but was still draining small amounts of thin yellow fluid at the time of discharge on June 28, 1940.
When last seen in the follow-up surgical clinic (August 5, 1940 ) the patient was in good condition with the abdominal wound healed. The bowels were moving once a day, and her appetite was excellent. She failed to return for further follow-up. The mate to the stone removed by rectum was never found.
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Summary
This instance of obstruction of the small bowel due to a gallstone presented certain peculiarities not often observed in this condition. The findings were such that a correct pre-operative diagnosis was made. Postoperative roentgenograms revealed evidence of air in the biliary system and of an internal biliary fistula between the duodenum and the gall-bladder. 
